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THE HIGH COST 
OF OBSOLESCENCE 


TO PROTECT 
YOUR PRACTICE 


by HAROLD J. ASHE 


Tre fight against the physical obsolescence of a practice is never- 
ending. It must be carried on unceasingly and vigorously, year 
after year. 

Yet, regrettably, some dentists put up only a half-hearted battle 
against obsolescence. With the passage of the years, they become 
more tolerant of aging professional equipment, office fixtures, and 
their physical surroundings. From long familiarity, they are un- 
able to see what’s happening, although their patients can. Pa- 
tients may react adversely in such circumstances. This is likely to 
occur about the time a dentist considers he has a mature practice 
and one in which there is no room for improvement in his facili- 
ties. 

Often, professional equipment is almost as old as the creaking 
jokes about aging magazines in dentists’ offices. That the equip- 
ment and furnishings still perform their original function may 
blind a dentist to the fact that they are obsolete. He may fail to 
realize that such assets may “date” him in the minds of an increas- 
ing number of patients. This situation may trigger many patients 
to ask unvoiced questions as to how up-to-date a dentist is profes- 
sionally. The answers may be resolved against him, however un- 
fairly. 

A good many younger dentists are obliged to start with limited 
equipment and facilities. Unfortunately, some of them become 
accustomed to this condition long after the need for it ends. Be- 
cause the patients they have don’t seem to mind, such dentists 
may fail to note the patients they don’t develop because of an 
inadequate physical environment. Such a practice isn’t being 
given a fair shake. The dentist undoubtedly is settling for a 
smaller professional income than need be the case. 

As here discussed, modernization may be imperative both to 


| 

— 


hold the present practice and enlarge it. It may in- 
volve either modernizing and replacing aging facili- 
ties or increasing them, or both. 


What Is Obsolescence? 


Obsolescence manifests itself in several ways. It 
reflects the wearing out of capital assets through use 
and abuse. /t is inevitable! Some assets may have a 
relatively short useful life, such as professional equip- 
ment, office machines, and furnishings; others may 
have a relatively long useful life, such as a profes- 
sional building owned by a dentist. Useful life may 
be lengthened or shortened, depending on mainte- 
nance practices. In any event, depreciable assets do 
wear out and do become obsolete. In an efficient, 
profit-making sense, some assets may become obso- 
lete before their functional usefulness ends. 

A certain piece of equipment, for example, may 
become less efficient or less dependable with age. 
This may occur in spite of the fact that it is still 
operable. It may be made prematurely obsolete by 
newer, better or more versatile equipment. Waiting 
room furnishings may still serve their original pur- 
pose but become genteelly shabby with the years. 
Floor coverings may become an eyesore. 

A professional building may become prematurely 
obsolete because other professional buildings are 
modern. This is a form of obsolescence that is only 
partially traceable to age. Parking facilities may be- 
come inadequate, even if they were not at the time 
the building was erected. 

When a dentist is obliged to settle for declining 
professional earnings, or objective conditions point 
to growth when earnings remain constant, he is prob- 
ably operating an obsolete practice in a physical 
sense. This is true regardless of his superior pro- 
fessional services. Many a fine dentist has suffered 
such a condition to blight his practice. 


“Practice Mining” 


Some dentists indulge in an uneconomic practice 
that is as old as business. They “mine” their prac- 
tice, just as do some commercial and industrial 
owners. They take out as much in net earnings as 
they dare, and put back as little as possible. Usually 
they dare too much! 

Thus, some of the normal costs of operating the 
practice are avoided—at least for a time. Yet, these 
are the costs that are imperative just to maintain a 
professional status quo, if that. Even when some 
outlays are tardily made, these are always too little 
and too late. Modernization is always allowed to lag 
dangerously behind modernization needs, sometimes 
by years. 

When a dentist “mines” his practice he is ad- 
versely affected by two successive calamities, neither 
of which may be noted by him. For perhaps several 


years, his professional earnings may appear to hold 
up satisfactorily. This very likely will confirm his 
“wisdom” in failing to maintain his premises and 
facilities properly or to modernize. His net profes. 
sional earnings will be increased by the exac 
amount of these outlays he has “saved.” 

These higher earnings, however, will be taxed at 
the rate of the highest tax bracket to which the den. 
tist is exposed. If he is in the 30 percent tax bracket, 
and he has failed to make $1,000 in needed building 
repairs, he pays $300 in income taxes for this doubt. 
ful saving in repairs. Had he made these repairs 
when the need first occurred, the government would 
have indirectly footed part of the bill. Instead, his 
professional building still needs the repairs—and 
this need is apparent for all to see. It reflects un. 
favorably on his practice. 

What’s more, such shortsightedness very likely will 
eventually result in professional earnings declining 
below the figure otherwise attainable. Not only does 
the dentist forfeit a legitimate income tax saving, 
he also sustains hidden losses as well in the form of 
lower professional earnings. 


Modernizing Incentive 


Ordinary repairs and maintenance costs are de- 
ductible in full in the year paid by dentists reporting 
on the cash basis. As a result, the income tax effect 
of such expenditures can be rather closely calculated 
as the year progresses. These costs may be sustained 
as late as the last few days of the tax year, and be de 
ducted in that year’s tax return. 

The income tax effect traceable to acquiring de- 
preciable assets, such as professional equipment, 
fixtures, and furnishings, is more difficult to deter 
mine. Recovery of cost must be spread over the 
normal useful life of such acquisitions. 

However, in 1954 and again in 1958, the Internal 
Revenue Code was amended to permit a larger patt 
of cost, through depreciation, to be charged off in 
the first year or years of life for certain assets. 

These amendments have had a double effec. 
First, a larger part of the initial cost can be charged 
in the year of acquisition when earnings are known. 
This permits timing the acquisition in a year of 
favorable earnings. Second, a larger immediate in 
come tax saving results. This often helps materially 
in making the cost of acquisition more bearable. 

In 1954 the Code was amended to permit certain 
categories of assets to be depreciated by an acceler 
ated method. In 1958, another amendment was et 
acted which permits taking an additional first-yeal 
depreciation of 20 percent of cost. When permis: 
ble, combining additional first-year depreciation 
with a stepped-up depreciation formula will result 
in the first-year recovery of a very large part of total 
cost in the first year. The shorter the useful life, sub 
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_ READY REFERENCE TABLE OF AVAILABLE DEPRECIATION METHODS 


Years of Additional first-year Straight-line Double declining Sum-of-years 
useful life depreciation (*) method balance method digits method 
2 (new) No Yes No No 
2 (used) No Yes No No 
3 (new) No Yes Yes Yes 
3 (used) No Yes No No 
4 (new) No Yes Yes Yes 
4 (used) No Yes No No 
5 (new) No Yes Yes Yes 
5 (used) No Yes No No 
6 or more 
(new) Yes Yes Yes Yes 
6 or more 
(used) Yes Yes No No 


(*) Not applicable to buildings. 


ject only to the applicable rules, the larger the per- 
centage of recovery the first year. 

A dentist may take an additional first-year depre- 
ciation deduction of 20 percent of an asset’s cost in 
the year of acquisition. This additional first-year 
depreciation is permissible regardless of how late 
in the year the assets were acquired. Assets so treated 
may not exceed $10,000 in cost, or $20,000 on a joint 
return. They may be either new or used when ac- 
quired, but to qualify such assets must have a useful 
life of six years or more. This treatment applies 
only to “tangible personal property” used in a busi- 
ness or profession or for the production of income. 
It does not apply to buildings. Cost, for purposes 
of determining the additional first-year depreciation 
charges, does not need to be first reduced by salvage 
value. Additional first-year depreciation is optional, 
not mandatory. It may be taken on some assets and 
not be elected on others that so qualify. 

In determining normal first-year depreciation, 
cost is first reduced by the additional first-year de- 
preciation, if the latter is taken: The remaining 
unrecovered cost, after additional first-year depre- 
ciation is deducted, becomes the basis for determin- 
ing the normal depreciation for the first year and 
subsequent years. 

Example: Certain used professional equipment 
was acquired on October | by a dentist reporting on 
a calendar year basis. It cost $1,500. Additional 
first-year depreciation is $300. The remaining un- 
recovered cost is $1,200. The normal first-year de- 
preciation, one-fourth of one year in this case, is then 
determined on the basis of the six-year life applied 
to the $1,200 basis less salvage value. With the 
straight-line method used, and salvage value $100, 
the first year’s normal depreciation would be $45.83 
for the three-month period. Thus: $1,200, less $100, 
or $1,100 divided by six years, or $183.33 a year, 
divided by four, or $45.83. Total depreciation the 
first year, $345.83. 
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This is one of two accelerated methods permitted 
on certain categories of assets. Assets so depreciated 
must have a useful life of three years or more, and 
must have been acquired new. The formula for de- 
termining annual depreciation is based on doubling 
the rate which would be applicable if the straight- 
line method were used. This rate remains constant. 
It is applied each successive year to the then remain- 
ing unrecovered cost. Because the remaining un- 
recovered cost each year is reduced, each year’s de- 
preciation charge declines. Salvage value is not 
taken into account when this method is used. How- 
ever, the sum total of the depreciation taken by the 
end of the normal useful life cannot exceed cost, less 
salvage value. 

This formula will not result in complete recovery 
by the end of the normal useful life. Therefore, a 
switch can be made to the straight-line method in 
the latter part of useful life. At the switch-over 
point, remaining unrecovered cost must be divided 
equally by the remaining years to determining an- 
nual depreciation from that point on. The logical 
switch-over point is the year in which, for the first 
time, the amount of annual depreciation by the 
double-declining balance method will be less than 
by adopting the straight-line method. (This change 
in method is an exception to the rule that, once 
elected, a method cannot be changed) . 

Unlike the above method, complete recovery is 
made over the years of normal useful life. Cost 
must first be reduced by salvage value. The years of 
useful life are added to determine the denominator. 
Thus, if the life is eight years, the denominator is the 
sum total of 8, 7, 6, 5, 4, 3, 2 and 1 or 36. The numer- 
ator is reduced each year by one. The first year’s de- 
preciation charge is 8/36 of cost. The next year, the 
charge is 7/36 of cost and so on. This method is 
limited to such assets as also qualify for the double- 
declining balance method. P.O. Drawer 307 
Beaumont, Calif. 
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DENTISTS THE BETEL BELT 


PHOTOS AND TEXT BY CAROL LEVARN 


A Chicago dentist opened an office not long ago 
on the island of Sumbawa in the Flores Sea. His 
quarters were in a whitewashed barn, furnished with 
a straight chair, a crooked table, and a basin. 

His light streamed through open shutters. There 
is no electricity in Sumbawa during the daytime. 

A man from the village of Bima called out pa- 
tients’ names—Nawawi, Mansjur, Abdul Rachman 
—and one by one they came into the barn and sat in 
the chair. Most of them were men, dressed in sport 
shirts and plaid sarong skirts, Moslem pitjis on their 
heads. 

While layers of heads belonging to friends, rela- 
tives, and well-wishers filled the open door, the man 
in the chair made fearful faces, groaned, and pointed 
to the offending tooth. And Dr. Stanley Hellman 
extracted. 

“Most of the patients have need for several ex- 
tractions,” he said, “but they will allow me to take 
only the one that hurts.” 

As the American dentist bent towards one man, 
the patient fainted from apprehension. “The next 
19 patients in line refused to come in,” one of Hell- 
man’s colleagues said, laughing about the incident 
later. “Of course, it didn’t help any that the local 
committee was so serious about its first-aid duties 
that the man was carried off on a stretcher with a 
sheet over him.” 


Dr. Hellman is one member of the dental team 
which has served with the hospital ship S.S. Hope 
on her maiden voyage to Southeast Asia and the 
South Pacific. He and the others have faced many 
problems they won’t run into again once they return 
to their American practices. 

Dr. Stanley Mayall of Spokane had his introduc 
tion to patients who chewed betel nut. 

Julie Wehrle, dental hygienist aboard the Hope, 
said, “Betel nut keeps the teeth clean. It has an 
astringent effect on the gums. Of course, in the 
process it does stain the teeth a hideous red.” 

Dr. Marvin Revzin, oral surgeon from Detroit's 
Henry Ford Hospital, found that many of the jaw 
fractures among his patients in Indonesia were 
caused by falls from palm trees. In the United 
States, automobile accidents and assault and battery 
cause most of the same type of fractures. In the is 
lands of Indonesia, where the people are of a more 
gentle persuasion, Dr. Revzin said he never saw an 
injury caused by a fight. 

The dental staff which has served with the Hope 
on its maiden voyage has a record of unusual ad- 
ventures with which to entertain patients at home 
for years. Dr. Hellman can talk about a field trip 
he made to the islands of Ceram and Halmahera 
with a task force of Hope doctors who went into 
head-hunter country where white men had never 
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been seen before. In eight days of the trip, which 
was made in an island steamer, Hellman did 800 
extractions. 

Dr. Mayall did much dentistry in Bali, where 
cock fights and cremation ceremonies are popular 
off-duty activities. Dr. Revzin made a trip of more 
than 1,000 difficult miles by car, from one end of 
Java to the other and into Bali. Miss Wehrle col- 
lected island souvenirs, from Balinese garuda carv- 
ings to a complete silver-trimmed saddle which she 
bought in Celebes. 

The Hope is a former Navy ship which was 
loaned to the People-to-People Health Foundation 
for use as a medical teaching vessel. The American 
public contributes the money to keep it at sea. It is 
the first time in history that a hospital ship has ex- 
isted unconnected with a nation’s military. 

Dr. Hellman, a graduate of the University of IIli- 
nois College of Dentistry who had been a Navy ship- 
board dentist, was chosen as one of 60 permanent 
staff members — doctors, nurses, 
technicians, and others who signed 
up for the year of the first voyage 
to the Republic of Indonesia and 
South Vietnam. 

Another member of the perma- 
nent group is Miss Wehrle, who 
had been in practice as a dental 
hygienist with her father, her un- 
cle, and her brother for 16 years 
in Hollidaysburg, Pa. 

The permanent staff is joined 
by specialists who work without 
pay for a few months at a time, 
then are replaced by others in their fields. Dr Rev- 
zin and Dr. Mayall were in this group. 

“The Indonesian dental situation is critical,” Dr. 
Mayall said. “There is one dentist to each 270,000 
people. That means that if a similar ratio existed 
in the United States, there would be three dentists 
for a city about the size of San Francisco. As chil- 
dren, the Indonesians have better teeth than the 
Americans, but the lack of care leaves a pathetic 
situation.” 

Dr. Hellman agreed. “Dental disease is rampant 
in the islands,” he said. “The people are not den- 
tally minded. Ninety percent don’t own a tooth- 
brush.” 

“The amount of calculus may be due to diet or 
to minerals in the water,” Miss Wehrle said. “We 
really don’t know. But there is a constant heavy 
calculus accumulation and teeth are eventually lost 
because of it. The dentists don’t clean teeth because 
it is too expensive. Actually, the dentists in Indo- 
nesia don’t clean their own teeth.” 

Indonesia has no oral surgeons, and the country’s 
Ministry of Health asked Dr. Revzin to make a sur- 
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Pacific Islanders have beautiful teeth 
as children: a Balinese child. 


vey for the development of an oral surgery program. 

During the winter, the Hope sailed more than 
5,000 miles through the Indonesian archipelago, 
with stops at Bali, Sumbawa, Celebes, Ambon, 
Timor, Flores, and Lombok and, early in the sum- 
mer, at ports in Java. When Dr. Revzin’s work with 
the Hope began, the hospital ship was 2,000 miles 
away from Djakarta, his port of entry, with no avail- 
able connecting flights. 

He was assigned to spend the majority of his time 
working in Java, crossing the island by car, visiting 
medical facilities and education centers. 

The trip, which lasted a month, took him on a 
zig-zag route through the rich rice bowl of Indo- 
nesia, on roads which had to be traveled at ox cart 
speed because they were ox cart roads, through 
flooded lands, along mountain roads where guerilla 
activity forced the car to leave the road at dusk. The 
trip from Java to Bali was made on an island ferry. 

The young oral surgeon operated on patients with 
cleft lips and palates, facial frac- 
tures, cysts and tumors, and bullet 
wounds inflicted in guerilla fight- 
ing. He taught and demonstrated 
operating technics at Bandung’s 
Padjadjaran University and gen- 
eral hospital, at the Surakarta Re- 
habilitation Center, at Gadjah 
Mada University in Jogjakarta, at 
Surabaya’s hospitals and Airlang- 
ga University, and at the Sanglah 
Hospital on Bali. 

In each area where he worked, 
he gave lectures and made per- 
sonal visits to members of the dental profession, ex- 
changing information with them, helping with 
equipment problems, making diagnoses. He took 
to Indonesia with him a collection of 500 color slides 
on his specialty and gave frequent slide lectures to 
students and members of the dental societies. The 
dentists were interested in a discussion of the average 
working conditions, income, and way of life of the 
dentist in the United States. In answering questions 
on the subject, Dr. Revzin always pointed out the 
time difference between a nation whose independ- 
ence came only 15 years ago and one whose dental 
profession has been building since 1848. 

He did not take his own surgical instruments with 
him to Indonesia, but used available equipment— 
everything from thoracic to orthopaedic instruments 
as it turned out—to show local doctors that the job 
could be done with what was at hand. 

Dr. Revzin worked at the hospitals in Djakarta 
after his return from Javanese and Balinese medical 
centers, and went to the ship for a brief time before 
his tour ended. 

Later, oral surgeons Philip T. Fleuchaus of Day- 
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Thousands of islanders came to the ‘‘Hope"’ clinics at each port visited. These patients, at Mataram, Lombok, 


brought their lunch. 


tona Beach, Fla., and Herbert Bloom of Detroit 
joined the Hope to carry on the survey work and 
teaching he had begun with the Project. 

Dr. Mayall flew from the United States to join the 
ship in April. His assignment was to set up dental 
facilities for the new Ibu Sukarno hospital in Dja- 
karta. After preliminary work there, he went to Bali 
to work with the dentist there. Practicing in Bali 
often required two interpreters for questioning pa- 
tients, and it was at Bali that Dr. Mayall got used to 
being called Dokter Gigi, the Indonesian expression 
for dentist. 

After his work in Bali, a special flight was arranged 
to take Dr. Mayall to join the ship, which had 
reached Timor. 

At the remote Indonesian islands, where there are 
few doctors and, in some cases, none at all, thousands 
of people waited for treatment. To treat as many 
people as possible without taking them to the hospi- 
tal ship, polyclinics were set up ashore. The dental 
shore clinic was the type of operation described on 
Sumbawa. When a case came up which was not a 
simple extraction, the patient was sent to the ship. 


Dr. Hellman and Dr. Mayall alternated ship and 
shore assignments. 

Aboard the Hope, the dental clinic is as it was 
set up for the Navy ship. Equipment includes three 
Ritter master units, three chairs, Hamilton cabinets, 
and Castle lights. There is one Webber air rotor 
high speed unit, GE x-ray machine, completely 
equipped lab and darkroom. 

All of the equipment is 1944 issue except the air 
rotor and all is in good condition. “It is as modern 
as that used in half the dental offices in the United 
States,” Dr. Mayall said. 

Miss Wehrle worked with whichever dentist was 
aboard the ship, in surroundings brightened by gifts 
from the patients—a ship made of cloves, Balinese 
woodcarvings, and paintings. 

Miss Wehrle commented on the number of women 
among Indonesia’s dentists—the majority of the der 
tal students now in the schools are women. The 
hygienist has worked with many women dentists in 
Indonesia, as well as with dental nurses, who do 
fillings and extractions. 


(Continued on Page 11) 
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DENTISTRY FOR THE HANDICAPPED 


Part Il: 


DENTAL ADVICE TO PARENTS 


“Too often the importance of adequate dental care for handicapped children, especially for 


those who are severely affected, is overlooked. Physical handicaps themselves frequently create 


substantial difficulties in handling the patient, so that proper attention is delayed or never 


given. ... There is growing recognition of the fact that solving the particular dental prob- 


lems of a crippled child is a significant part of his rehabilitation, as well as a contribution 


to his general health and well-being.” 


with long expe- 
rience in treating the hand- 
icapped offer the following 
guidance to parents of 
handicapped children: 

No matter how severe the 
physical condition of your 
child may be, he can be 
treated dentally and profit 
from it. 

A program of complete 
dental care for the handi- 
capped child should be 
started as early as three 
years of age. In some cases, 
dental irregularities may re- 
quire earlier dental atten- 
tion. 

Children on drug ther- 
apy often require more fre- 
quent dental examinations 
and visits because of the ef- 
fect of medication upon 
teeth and surrounding tis- 
sue, 

Dental disease in the 
handicapped is due to the 
same causes as in other chil- 
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W. Roserts, M.D., Executive Director 
The National Society for Crippled Children and Adults, Inc. 


Photo by United Cerebral Palsy Association of Nassau County 


dren. However, because of 
the difficulties which some- 
times present themselves in 
the dental treatment of the 
handicapped, either physi- 
cally or mentally, the teeth 
and gums may be in espe- 
cially poor condition. Ne- 
glect of oral hygiene in the 
child by you may also con- 
tribute to poor condition of 
the mouth. 


Home care is essential for 
the welfare of the child. 
Such care includes tooth- 
brushing and a well- 
planned diet. Teeth should 
be brushed immediately 
after eating and before re- 
tiring at night. It may be 
necessary for both you and 
your spouse to help in this 
procedure. A well-balanced 
diet, abstinence from sweet- 
ened and gummy foods, and 
little or no eating between 
meals will help to reduce 
tooth decay. 
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Application of sodium fluoride to the child's 
teeth by the dentist, if he so recommends, will also 
aid in minimizing dental decay. 

You should notify the dentist of any tooth or gum 
irregularities that may occur in your child’s mouth 
between dental visits. 

Examination of the child may indicate the need 
for sedative medication for office visits or hospitaliza- 
tion to complete dental treatment the child needs. 
Such situations are not cause for concern. They 
merely indicate the setting or circumstance in which 
dental care can best be administered to the child 
patient. 

If there is no local dentist available to provide the 
care and treatment the child requires, contact your 
county dental society or your county health depart- 
ment for a list of nearby dentists qualified to treat 
your child. 

Continue to have your child’s dental care provided 
by your family dentist if he is already treating the 
child satisfactorily. 

Do everything you can through the parent group, 
or through the organization for handicapped chil- 
dren with which you are affiliated, to educate your 
community to the dental and other health needs of 
handicapped children. 

Some children have been shunted from dentist to 
dentist and have become real dental problems. A 
number of handicapped children are obstreperous 
and difficult. The approach of the dentist who tries 
to manage such a child dentally involves infinite 
patience. He must win the child’s confidence, relax 
him, see that he is at ease before any attempt is made 
to perform dentistry. If, therefore, the dentist de- 
cides at the first visit to do nothing more than have 
the child sit in the dental chair for a few minutes, to 
accustom him to the new environment, do not be- 
come impatient because no dental work, as such, is 
done. It could well be that half the battle has been 
won in those few minutes. 


This wistful-looking youngster is one of many children under care 
of children's agencies. 


Photo by National Society for Crippled Children & Adults 


OF THE 


No human being is safe from physiological prob- 
lems that stem from emotional or mental factors: 
that is, psychosomatic disturbances. Certainly hand- 
icapped children, under the pressures of anxieties 
and frustrations, express those pressures through 
every system in their bodies, bringing about such 
conditions as stomach disorders, high blood pressure, 
grinding of the teeth, increase in temperature, and 
abnormal activities in the intestines. 

Emotional disturbances arise, too, from unhealthy 
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icapped child, except to yield to emotional pressure 
and save the child from unhappiness. Such parents 
become over-solicitous in their attentions to this 
handicapped child as contrasted to the normal child. 
The normal youngster who cries, first arouses sympa- 
thy, then irritation, and finally overharsh correction 
if the crying persists. Parents of handicapped chil- 
dren inwardly become slaves to the child. In explain- 
ing the youngster’s deficiency to friends, they acquire 
a defensive attitude. Some parents try to treat the 
child as if he were normal; this attitude is unrealistic 
and may cause the child further psychological blows 
in the shape of subsequent disillusionments. A few 
parents may have a deep, unconscious hatred of the 
handicapped child. The care given to the youngster 
consists of a token treatment given only because the 
parents know that society demands it. They do not 
care to associate with the child or to let the fact be 
known that they have a handicapped individual in 
the family. The normal love and attention that 
should be given to this child is usually showered 
upon the other members of the family. 
“This lack of attachment by the parent for the 
speech thdlipped children. afflicted child creates an unhappy, moody, and neu- 
Photo by National Society for Crippled Children & Adults rotic youngster who apparently rebels quite often, 
and inwardly does not carry the spark of cooperation 
and willingness necessary for his physical and over- 
all advancement. Recent studies have shown that, 
because of underlying factors such as these, herpes 
simplex (eruptions on the lips and elsewhere) can 
be caused at will by youngsters with an unhealthy 
mental environment... . 
“An understanding between the handicapped 
child, his parents, and his environment is one of the 


HA THE BEHA most important factors in maintaining the general 
health, as well as the dental health, of the child.” 


FE | ED CHILD Dental service for a cerebral palsied child. 


Photo by United Cerebral Palsy Association of Nassau County 


prob- § relationships with parents and affect the behavior of 


actors: § the handicapped child. A distinguished authority 
hand } on dentistry for handicapped children, Dr. Manuel 
xieties M. Album, says: 

rough “The overall love for this afflicted offspring is such 
t such § that the remainder of the family is neglected, and the 
essure, § child may become nervous and distraught at the 


e, and J pampering and attention he receives. Pity and a 
sense of parental guilt usually divert the parent from 
believing that he has any responsibility to the hand- 
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HOW TO GET A COMMUNITY DENTAL PROGRAM 
FOR HANDICAPPED CHILDREN 


Parents of handicapped children who want a com- 
munity dental program should work for one through 
a social service agency—an organization for the hand- 
icapped, their local council of social agencies, their 
community chest, United Fund, or similar organiza- 
tion. 

The first task is to determine the extent of com- 
munity needs for such a program. National and state 
statistics on the number of children with handicap- 
ping conditions can be used to arrive at an approxi- 
mate number of such children in your locality. Also, 
preliminary screening can be done through school 
nurses and teachers, medical and dental groups, 
child-caring agencies and institutions, and organiza- 
tions and individuals. 

The social agency seeking to establish a dental pro- 
gram should present the problem, tell its story be- 
fore dental societies to stimulate the interest and 
solicit the support of dentists and dental leaders. 
Dentists who already work with handicapped chil- 
dren in such programs should be asked to stage clin- 
ics or demonstrations before dental groups and give 
courses to interested dentists. 

Programs should be established not only for the 
dentally indigent, but for all handicapped children. 

Nor should such programs be limited to children. 
These patients are living longer because of modern 
medical treatment and require care into adolescence 
and on into adulthood. 


Consideration should be given to a fee schedule 
that provides for full payment for those who can pay, 
part payment for those who cannot afford full fees, 
and no payment by those who are unable to pay 
anything. 

Funds to operate the program can be obtained 
from fund-raising in the community, from interested 
service clubs and labor organizations, from public 
and voluntary rehabilitation agencies, and other 
sources. 

Dentistry is an important factor in a child’s health, 
but it is only one of several professional services that 
the handicapped child needs. Consequently it will 
be necessary to work cooperatively with other groups 
to make certain that the child receives the total 
health care he requires. The dental program should 
therefore have available for consultation and advice 
a whole team of health workers: social worker, psy- 
chologist, medical consultant, speech therapist, oc- 
cupational adviser, and others. Most cases will re- 
quire treatment over a long period of time, and re- 
peated consultation with one or more such special- 
ists or technicians will be necessary. 

The only way to get needed health services for 
your child and other children like him is to make 
those health needs known. You will be pleasantly 
surprised to learn how many good people there are 
ready and anxious to help. 


Editor’s Note: TIC gratefully acknowledges the cooperation 
of the Academy of Dentistry for the Handicapped, the Na- 
tional Society for Crippled Children and Adults, Inc., and the 
American Dental Association in the preparation of this article. 
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DENTISTS IN THE BETEL BELT (Continued from Page 6) 


Dr. Marvin Revzin, oral surgeon of Detroit, prepares to demonstrate an operation at the Rehabilitation 


Center Hospital at Surakarta, Java. 


In June, the Hope went to Hong Kong for refit- 


ting, after finishing its Indonesian work, with praise 
from President Kennedy and President Sukarno. “I 
think the dental program has been as successful as 
any phase of the Hope operation,” Dr. Hellman 
commented happily. 


Dr. Mayall went ahead to Saigon, South Vietnam, 
before the ship to set up the Hope’s dental program 
there, where the American medical staff will be 
working with Vietnamese and French staffs at 12 
city hospitals. 

The first voyage of the Hope is scheduled to end 
in the fall and the second will go out shortly after- 
ward. Already there are more than 100 applications 
on file in the Hope’s Washington office from den- 
tists and dental hygienists who want to serve with 
the project. 

The reasons given by these people, and by those 
who have given up their own practices to help their 
profession in another part of the world, are very 
satisfying. 

“I think the Hope is repaying in good-will a hun- 
dred times what it costs the people in the United 
States who are contributing to it,” Dr. Mayall said. 
“I think the ship is one of the best tools American 
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foreign policy has in Southeast Asia. I believed in 
it, and I feel you have to give all the support you 


Dr. Stanley Hellman of Chicago e i a Viet tient 
aboard the ‘'S.S. Hope." 
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Dr. Philip Fleuchaus, oral surgeon of Daytona Beach, Fla., works 
with Indonesian dentists at a hospital in Semarang, Java. 
(USIS photo) 


can to something you believe in. That’s why I came.” 

Dr. Revzin’s answer was in a similar vein. “There 
is a kind of universality of mankind which trans- 
cends race, religion, or nationality,” he said. “The 
Indonesian and Vietnamese and American doctors 


Dr. Stanley Mayall of Spokane, Wash., in the dental laboratory 
aboard ship. 


working together have proved that medical people 
everywhere have the same goal for their fellow-man, 
no matter where he lives.” 


3045 N Street, N.W. 
Washington, D.C. 


Miss Julie Wehrle, dental hygienist of Hollidaysburg, Pa., at left, 
works in the dental clinic aboard ship with Mrs. Agustina Iksan, dental 
nurse on the island of Sumbawa. Indonesian dental nurses do fillings 


and simple extractions. 
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WHAT DOES YOUR WIFE CALL YOU? 


by M. TRAVIS 


L. mighty proud of my doctor husband”, ad- 
mitted the wife of an eastern dentist. “But I’m cau- 
tious about the over-use of the doctor title when re- 
ferring to my husband in conversations with friends 
and relatives.”” In this woman’s opinion, the prac- 
tice may lead to very poor public relations. 

The explanation was brought about by the habit 
of another dentist’s wife who regularly refers to her 
husband as ‘the doctor,” instead of calling him “my 
husband” or using his given name when speaking 
with those the dentist and his wife associate with 
socially. 

If authoritative books on etiquette are used as a 
guide, the doctor title is “proper” under almost all 
conditions. However, considerable flexibility has 
become common practice. This is the case with a 
dentist’s wife who on occasions assists her husband. 
She skillfully juggles the doctor reference according 
to the patients she meets in the office. 

“If the man or woman is not a friend or near 


neighbor,” she explained, “I use the term doctor in 
referring to my husband.” When the patient is 
someone she and her husband know well: “I use my 
husband's first name or | may phrase my remarks so 
it may not be necessary to use it or the doctor refer- 
ence. In the case of children, I always use doctor, 
however.” This woman also pointed out that never 
—but never—does she employ the abbreviation 
“doc.” “My husband would kill me,” she smiled. 

The wife of a suburban dentist when asked for 
her views said she is influenced by the type of pa- 
tients her husband serves. She stated proudly, “I 
think my husband is the brightest man in the world. 
After all, why else did I marry him?” But she is 
also aware that other wives she and her husband 
meet look upon their husbands as mental giants. 
The fact that the specialized education of these men 
did not lead to a doctor’s degree does not leave 
them barren of mental riches. Some of them are 
recognized as experts in their fields and their earn- 
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ings are considerable. “The wives of these men do 
not introduce or identify them in informal conver- 
sation as ‘the engineer,’ ‘the broker,’ ‘the account- 
ant,’ the dentist’s wife said. “They use their given 
names. If I were to overplay the doctor identifica- 
tion, I would antagonize many of these women.” 


Dentists’ Opinions 


When several dentists were asked what they 
thought, each indicated that the doctor title is awk- 
ward when mingling socially with friends with 
whom you are on a first-name basis. One of these 
men, who has been practicing for a quarter-century, 
said that years ago he cautioned his wife against 
overdoing the doctor bit. He did not want others 
to think he insisted his wife use the professional 
identification when speaking of him. 

Several of the practitioners noted that even 
though close friends employ their first names in per- 
sonal conversations they switch instantly to the doc- 
tor title when introducing them to others. One den- 
tist cited this as proving that first-name usage does 
not erase awareness of his professional calling. This 
man has also observed that he is sometimes ad- 
dressed as doctor in his office by those who on the 
outside call him by his first name. 

A 30-year-old dentist’s wife has had no difficulty 
with the question of what to call her husband. “I’ve 
known him ‘before and after,” she explained. She 
and her husband were married while he was still in 
dental school. “We were strangers from an upstate 
town and our associates were mostly other dental- 
school students and the wives of dental students,” 
she said. “There was no point in distinguishing be- 
tween one man and the other, and I suppose I have 
not yet tossed off this habit.” 

The wife of a dentist who conducts what his wife 
terms a “neighborhood practice” quickly dismissed 
the idea that she might use the doctor identification 
when speaking of her husband to their friends. This 
woman’s husband is associated with a local hospital, 
which provides occasions for the couple to meet so- 
cially with professional men and their wives. The 
dentist’s wife enjoys this. “But I try to arrange that 
we also gather with non-professional friends, rela- 
tives, and certain neighbors,” she said. “I consider 
this important because if architects met only with 
architects and lawyers with lawyers, there would be 
less opportunity to widen their viewpoints and they 
would rob themselves of fresh income potentials.” 


Avoids Being ‘‘Stuffy”’ 


In her role of dentist’s wife, this woman looks be- 
yond her homemaking and mother obligations. “I 
have more time for civic and school and club work 
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than my husband,” she explained. “This means ] 
meet and talk with many people each month, and] 
like to think that on these occasions I reflect favor. 
ably on my husband.” These people, she is aware, 
eventually learn that her husband is a dentist. “But 
I can’t afford to be stuffy about this,” she insists, 

The matronly wife of a dental specialist pointed 
out: “I did not marry a doctor but a man who is an 
exceptional individual and is the father of my three 
children.” She added meaningfully, “In my thoughts 
he is a loving husband and devoted father. The fact 
that he is a dentist pleases me but my real pride is 
in him as a human being. When I speak of him to 
others as Charlie, there’s much more warmth in my 
words than if I were to say ‘the doctor.’ ’’ She spoke 
with finality that indicated she considered the sub- 
ject closed. 

Not all dentists’ wives will subscribe to the opin- 
ions reported here because of conditions that are not 
comparable. Also, all dentists do not marry similar 
women. This simply adds interest to the subject, 
and that’s always stimulating. 


934 North 63rd Street 
Philadelphia 31, Pa. 


“HAVE YOU BEEN TAMPERING WITH THE WEATHER AGAIN?” 
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PATIENTS WAITING 


by W. G. LAIRD 


I make my living as a merchandise man, helping 
companies get their goods to market and showing 
them how to sell their products. 

One of the basic rules of my profession is to see 
that the product is properly packaged and the cus- 
tomer is in the right frame of mind to buy it. 

This same technic that is used in merchandising 
can be applied to your reception room so that it will 
“sell” you, doctor. In my business we call this the 
Silent Sell; without any words or actions, the cus- 
tomer (patient) automatically buys you!! 

About a year ago, my physician decided to update 
his reception room. I am a personal friend and, 
knowing my profession, he asked me to make some 
recommendations as to how his new room should 
be furnished. He said at the time, “Very few doctors 
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get the chance to sit in a reception room, so it would 
be a good idea to get a patient’s, and a merchan- 
diser’s, viewpoint as to how it should be.” 

Here is the way I approached this problem, and 
the end result: 

First, I applied the Silent Sell merchandising law, 
i.e., strive to have every patient make favorable com- 
ments about the new room, and tell friends or ac- 
quaintances about it. This would start a chain re- 
action of word-of-mouth recommendations. This is 
important for two reasons: 

Personal recommendations by satisfied patients is 
the best “advertising” a physician (or dentist) 
can get. 

Twenty percent of the population changes its ad- 
dress each year. It is imperative if a doctor's 
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practice is to grow that new people moving into 
the community know of him. 

I kept the above two points in mind, and it be- 
came obvious to me that the waiting room would 
have to perform two functions: 

Make the patients comfortable and relaxed. 

Induce the patients to speak favorably about the 

doctor. 

Next, I interviewed 25 people, both men and wo- 
men, in various age brackets, in order to get a cross- 
section of opinions on what a doctor’s reception 
room should be like. 

I presented the recommendations of the people 
interviewed, plus my knowledge of merchandising, 
to my physician. He “bought” the package and this 
is how his waiting room looks today: 

The floor covering is gray and black marbleized 
vinal tile. It can be easily swept or scrubbed, and 
does not show dirt as much as a solid color. 

The walls are painted a pale green with a washa- 
ble paint. This color was chosen because it is soft 
to the eyes and gives off a restful feeling. A solid 
color also makes the room appear larger. 

The draperies are a pale green with a gold stripe, 
harmonizing with the pale green walls. These add 
extra softness to the room. The draperies can be 
pulled if necessary to keep out strong sunlight and 
glare at certain times of the day. 

The ceiling is eggshell insulating blocks, which 
deadens sound and makes a quieter room. An in- 
direct fluorescent lighting fixture is used in the ceil- 
ing because it does not give off a glare. It is cooler 
and less expensive. 

One of the replies that predominated in the sur- 
vey was, in effect: ‘Make the room more homelike, 
take away that cold feeling.” This was accomplished 
in the following way: 

Four oil paintings were selected to add to the 
decor of the room. One is a country farm scene in 
the winter time, another a fall painting, a third is 
an apple orchard in full bloom, and the fourth a 
seascape. This format of pictures covers the four 
seasons and allows the introduction of vivid colors, 
which gives life to the entire room. 

Another touch of color and interest is added to 
the room with a colonial wall shelf. The shelf dis- 
plays a vase of artistically arranged artificial flowers 
in season; like tulips in the spring, roses in the sum- 
mer, mums in the fall, and poinsettias in the winter. 

A lovely rock maple Hutch cabinet is the focal 
interest in the room, and adds to the homelike ap- 
pearance. On the cabinet is a large, old-fashioned 
apothecary jar filled with individually wrapped red 
and white peppermints, which offers a touch of hos- 
pitality. Smoking is not permitted in the reception 
room so smokers can satisfy their desire by taking a 
mint occasionally. The mints also serve as pacifiers 


for children and the other patients find them re. 
freshing. 

Drinking water was suggested by some of the 
panel, so a thermos bottle containing cold drinking 
water is placed on the Hutch cabinet and is kept 
filled by the receptionist. This eliminates the need 
of a drinking fountain, the expense, and the space 
that would be used. Alongside are paper cups. On 
the floor by the cabinet is a chrome waste basket for 
the used cups and mint wrappers. 

On the upper shelves of the Hutch cabinet is a 
collection of Hummels. It is not necessary for one 
to be a collector of Hummels to enjoy looking at 
these fascinating little figures. Their expressions and 
variety of characters can hold one’s interest for 
hours. 

Another point raised by the people questioned 
was, “Why do I have to sit and hold my hat and 
coat?” A roomy cloak rack just inside the door ful- 
filled this need. 

The question of “old magazines” was raised by 
the panel: “After the doctor gets through with his 
magazines he puts them in his waiting room.” This 
is a standard tired joke among patients, as you know. 
In our modern reception room this is dispensed with. 
Only new and the latest issues are used and these are 
neatly arranged on four end tables with reading 
lamps, which have green and gold shades. 

All the chairs have arms so that each patient can 
be as comfortable as possible. The exception to this 
chair arrangement is two specially built arm chairs 
that are 24 inches high, instead of the conventional 
18 inches. These are for patients using crutches or 
canes, and for others who find it difficult to get in 
and out of a standard-height chair. 

This decor has been in use for six months. My 
physician friend tells me the reaction to the im® 
provement of his reception room has been favorable, 
His patients make many complimentary remarks to 
him about the room. All this satisfaction is the re 
sult of the Silent Sell. 

Recently, he jokingly asked, ‘““Got any more Silent 
Sell ideas for me?” I told him, “Yes, I’ve saved one, 
hoping that you would ask me.”” Do you know what 
I suggested? ‘“Wear a fresh flower in your coat lapel 
every day. You can get one each morning when you 
go through the maternity ward!” 

Believe me, he does this. It adds to his appearance, 
people make favorable comments about the flower, 
and it’s his individual “trademark.” You know, he 
is not a bad merchandiser himself. Can you imagine 
all the Silent Sell he gets each day when he takes a 
flower from the maternity ward? Just picture all 
the young mothers telling their visitors, ‘““The doc- 
tor comes in here every morning and takes one of 
our flowers for his lapel.” 


16 Symmes Road 
Winchester, Mass. 
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TICONIUM Partials 


You can’t tell a good partial by its | 
looks because most look alike. Ti- a 
conium is different! For instance, to Ls 
provide purity, every Ticonium par- 
tial is cast with a virgin ingot — no 
scrap is remelted. Your Ticonium 
franchised laboratory can provide 
you with a Ticonium cast partial. 
Specify Ticonium on your next case. 
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